A 26-year-old previously healthy woman presented with complaints of sudden-onset headache, decreased level of consciousness, right hemiparesis, and hemianopia. Computed tomography (CT) of the head showed a leftsided parietal hematoma (►Fig. 1). CT angiography showed a complex arteriovenous malformation (AVM) with a venous varix in the center of the hematoma. Cerebral angiogram revealed a grade V AVM in the left parieto-occipital region measuring 6 Â 4 cm and supplied by left posterior cerebral artery (PCA) and middle cerebral artery (MCA) and draining into superior sagittal sinus (SSS) and straight sinus via internal occipital vein/vein of Galen (►Fig. 2). Elective sequential endovascular embolization of the nidus was planned over 3 months in four settings. The aim of partial embolization over weeks was to occlude deep feeders and reduce the nidus to allow definitive treatment, either surgical resection or radiosurgery. Gradual flow reduction should also help prevent normal perfusion pressure breakthrough (NPPB) that might happen due to sudden hemodynamic changes during rapid occlusion of large, highflow AVMs.
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The treatment plan was developed in a way that each embolization would occlude less than 40% of the arterial feeders and nidus penetration would be limited. MCA feeders were embolized first, followed by the PCA feeders. Historically, pure surgical treatment for high-grade AVMs is flawed prohibitive morbidity and mortality, and has been largely abandoned. Ujiiye et al 1 presented a series of seven patients of grade V AVMs treated with surger y alone. Four of these patients developed hemorrhagic complications either during surgery or postoperatively. However, in recent years this dogma has been challenged with the development of endovascular techniques. Although very large AVM are still challenging, especially in eloquent brain, occlusion was made possible by multimodality therapy, including a combination of embolization, radiosurger y, and/or microsurgical resection. Natraj et al presented their experience in the multimodalit y management of cerebral vascular malformations spanning 20 years. 2 Total 265 patients under went surger y/embolization/radiosurger y or combination of them. Using a multimodality approach, the authors were able to cure 92% of treated Spetzler-Martin grades I to IV lesions but only 53% of treated Spetzler-Martin grade V lesions. Increasing age, Spetzler-Martin grade, and rehemorrhage were correlated with a poorer Glasgow Outcome Scale score. van Rooij et al described their initial experience with onyx embolization where they achieved average reduction in size by 75%. However, complete obliteration was seen in 16% patients only. 3 Neurosurgical literature has many references as regards to surgery of high grade AVMs. 4 However, embolization for these AVMs is not straight forward as it looks. It is important to perform each procedure as a part of a treatment plan, and to avoid the "temptation" of trying to occlude the AVM completely in a single session. This is usually not possible, and the degree of h e m o d y n a m i c c h a n g e s i n d u c e d b y " s u b t o t a l " embolization can be such that hemorrhagic c o m p l i c a t i o n s p o s t p r o c e d u r e a r e c o m m o n . To summarize, high-grade AVMs are associated with high morbidit y/mor talit y. However, in selected cases sequential embolization may help reduce their volume facilitating definitive treatment. This report also stresses on the role of delayed surgery after multiple sessions of embolization spaced over months, not days.
In India, where we often find neurosurgical and endovascular disciplines not in perfect harmony, this report would emphasize the need for maintaining perfect balance between them to provide best outcomes for our patient. 
